Secondly, we share key values at a profound level in our response to those concerns. In the old but still relevant book by the social psychologist Paul Halmos, The Faith of the Counsellors (1965) , he argued that it is not the case that as psychiatrists you are simply offering techniques in a detached or dispassionate way. Human beings are not merely interesting machines, nor do you treat them as such. Indeed, your involvement with patients recognises that they have a value that others, including themselves, may deny. Likewise, the Christian Minister re spects this concern for the human being and recognises it as something that overlaps with his theology of humankind as quintessen tially God-given and sacred.
Halmos went on to argue that, far from being a value-free discipline, psychiatry has implicit values which have a clearly Chris tian origin. Of course, some may wish to challenge that, but I believe that he does offer us a way of examining the overlap between theology and psychiatry in some important respects.
To take just one example, faith, hope and love are present in both our disciplines. Faith, not in the sense that only a religious person can be a good psychiatrist, but rather because both psychiatry and religion depend on a fundamental relationship of trust. For the secular person that trust is rooted in a trust of each other as people. For the religious person it involves even more than that â€"¿ a trust in each other in the presence of God. Or again there is hope. Psychiatry looks for a process of healing, of restoration to mental wholeness. Because we under stand so little even now about the human mind, we often have to proceed on the basis of hope and not certainty. For the Christian, our understanding of hope reaches beyond human knowledge to God himself, who comes to us in our need. And then there is the last of the three great virtues, that of love. Good medical practice, including good psychiatric practice, is always based upon real care and such real care is both costly and risky.
Thirdly, because we share so much, yet retain our own distinctiveness, we need each other and cannot achieve a true wholeness without cooperating. On the one hand, religion, and Christianity in particular, needs you. Ofcourse, there have been some splendid liaisons over the years, but these have been far from universal. The book Psychiatry and Religion which I have quoted is a heartening sign of the progress that has been made, but more needs to be done. As Christian ministers Like the Church, psychiatry is truly inter national, but sadly there have been times when many on both sides have sought to erect barriers between us. We have both emerged the poorer as a result. Much more is to be gained, I believe, from an atmos phere in which goodwill, respect and co operation are allowed to grow.
Part of the reason for these barriers lies in the origins of modern psychiatry itself. Freud, in his work The Future ofan Illusion, viewed religious faith as an immature response to the awareness of the helplessness of humanity: an illusion created as a way of coping with the unpleasant realities that life is nasty, uncertain and without purpose. He argued that we deal with the latter by projecting an â€oe¿ idealâ€• figure who can look after us. It is clear that such a hypothesis was unlikely to be the best overture to a happy and warm relationship! Nor, of course, does it help when Christians and other religious people merely dismiss such a hypothesis out of hand. Freud had ample reasons for concluding that the patients he treated, central to whose illnesses were religious feelings, were in part the victims of their religion. Indeed, as many theologians recognise, religion can create problems as well as providing answers. For example, extremist fundamentalism has long been a curse that has dogged humanity, and terrible incidents like the Waco and Jones massacres are just modern instances of this.
Professional rivalry, too, has been a cause of friction and antipathy between religion and psychiatry. Some clergy have resented the way in which their parishioners now turn to counsellors and psychiatrists when they might have come to them in the past. Moreover they have been saddened and angered by the fact that some of those so consulted seem to have been prepared to take no account of the religious or spiritual realities which, in their view, are funda mental to a proper understanding of the human condition. Psychiatrists, on the other hand, have rightly despaired at times at the blundering efforts of some priests and ministers who have invoked a hot-line to the Holy Spirit to deal, so they have thought, with all kinds of mental illnesses.
Finally, and here I realise that I am moving into an area as hotly debated by psychiatrists as it is by theologians, there are those barriers caused by differing percep tions of what can properly be attributed to human responsibility. For instance, a stereo typed belief exists among many Christians that psychiatrists have a thoroughly mech anistic and deterministic view of human nature. As a result they feel it is all too easy for them to deny individual responsibility, and all sense of personal accountability and sin is soon lost.
Arguably, too, some of our problems stem from the fact that we have too much rather than too little in common. Dinesh Bhugra, in his recent book Psychiatry and Religion (1996) , makes the interesting sug gestion that this deep distrust is like that between two neighbours who should be on very good terms but, due â€oe¿ to a long forgotten episode over the niggle about the size of a fenceâ€•, have fallen out.
If we are to transcend these barriers, then it is vital, as well as acknowledging them, to recognise too the many things that we do have in common and to build on them accordingly. Let me itemise some of what that common inheritance includes.
Firstly, we share a concern for many of the same things. As Bill Fulford notes in the book Psychiatry and Religion, â€oe¿ religion and psychiatry occupy the same country. A land scape of meaning, significance, guilt, belief, values, vision, suffering and healingâ€•.Both deal with human life and both recognise that health goes far beyond the physical, entering the inner chamber of the mind with all the longings and fears that belong to humankind.
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we need the expertise of psychological insight and psychiatric practice.
But on the other hand, I venture to suggest that you need our experience of the religious quest in humanity. There are many millions of people on this planet who are not materialists, agnostics or atheists. T o emphathise with them, whether or not you are a believer yourself, and I know many psychiatrists are, you need the informed minister who is not afraid of you and who can help you distinguish the balanced religious and healthy Christian from someone who is not. As Andrew Sims (1994) commented in his Presidential valedictory lecture three years ago, when speaking of this task of the psychiatrist:
One needs to know both about the shared assumpt~ons ofthe reltglous group and the unlque self-experience ofthe putatively disordered 1ndtv1-dual In the past talk about r e l~g~o n was a promlnent symptom of many mentally 111 people result~ng In the notlon ofreligious mania too much relig~on Ikegenlus was thought to dr~ve you mad Both hypotheses are ofcourse fallac~ous ' As I have already said, individual patients can gain greatly when there is close cooperation between psychiatry and religion in general, and psychiatrists and the clergy in particular. I saw this on my recent visit to Broadmoor where there was close liaison between psychiatrists, clinical psychologists, social workers, nurses and, yes, the Chaplain.
Society too is the weaker, if we do not learn to work together. A number of your colleagues have spoken with some concern of the pressure on local psychiatric care. We have witnessed in recent years the closure of many hospitals, and more patients are, as a consequence, entrusted to the wider community for support and care. This shift from a predominntly institutional form of treatment to one based in the community has, of London SEl 7JU (F~rst rece~ved 22 July 1996, f~nal revlslon 4 December 1996 , accepted 6 December 1996 handle the human cost of caring. Furthermore, I am aware that morale in the different professions working among the mentally ill has suffered from the uncertainty that has befogged the change of policy in recent years. Perhaps this quite remarkable change of methodology and philosophy in treating patients provides us with a fresh opportunity for closer cooperation.
Two areas could benefit from this. The first is the field of primary health care. One general practice in Reading is doing a great deal of primary health care in which the spiritual dimension of life is unashamedly included. In this it is cooperating closely with the local churches. It is discovering that raising psychological and spiritual issues in the earliest moments of counselling has longterm benefits. This may suggest that closer links between psychiatrists and clergy is in the interests of both, and more importantly, it is in the interest of many patients.
Secondly, the Church has one significant resource that many psychiatric units lack, namely voluntary helpers, and has experience in mobilising large numbers of volunteers for charitable work. Training and utilising intelligent and willing men and women could be a resource for overstrained local psychiatric services.
There are intellectual questions that still need to be debated. You may find that the Churches are in better shape these days to handle these issues without fear and insecurity getting in the way of serious dialogue. But while that debate is still going on, we can a whole. For me, faith is not the religious equivalent of a nuclear air-raid shelter but an invitation to a pilgrimage with a God who is always going before us and who is always surprising us with his ability to transform the bleakest moments in human history. Healthy, secure religion, which is open intellectually, has much to gain from closer contact with psychiatrists either as individuals or as a body of professionals. With temerity 1 suggest that you have something to gain from us too. Perhaps, deep down, we are all aware that those who make the best therapists, like those who make the best pastors, are people who are humble enough to acknowledge their own limitations; people who know that their interventions are beyond their capacity to understand fully and that their work, however successful, contributes only one element to a person's progress.
A partnership is needed, and it needs to flourish. Andrew Sims concluded that lecture by saying 'For too long psychlatry has avolded the splr~tual realm perhaps out of Ignorance for fear of trampl~ng on patlents senstb~litles Th~s IS understandable but psych~atr~sts have neglected ~t at t h e~r pat~ents per11 We need to evaluate the rel~glous and sp~r~tual experience of our patlents In aet~ol-ogy diagnos~s prognosis and treatment " It is my view that closer cooperation could make both Christianity and psychiatry far stronger as 'forces for the future'.
